plicants face process delays, process errors, or reversals in applicants' assessed eligibility. We consider the role of marketplace policy in early years of the adult Medicaid expansion, comparing changes in the probability that Medicaid/CHIPeligible children and parents living in expansion states enrolled in public coverage across marketplace structure and enrollment authority.
Methods | We used data from the American Community Survey between 2013 and 2015 for children (age, 0-18 years) and parents living in states that adopted the ACA Medicaid expansion. 4 Samples were restricted to nondisabled US citizens who were simulated to be eligible for Medicaid/CHIP. 5 We used linear-probability models to measure percentage point changes in public coverage over time and compared those changes across different state-level marketplace policies (statebased, federally facilitated with authority to enroll Medicaid/ CHIP-eligible applicants, and federally facilitated without enrollment authority) for 3 policy-relevant groups: Medicaid/ CHIP-eligible children below 400% of the federal poverty level, parents below 400% of the federal poverty level who were already Medicaid eligible prior to the ACA, and parents at 0% to 138% of the federal poverty level who became Medicaideligible via the ACA expansion to adults. All models included state-fixed effects, controlled for age, race/ethnicity, sex, language, educational level, employment, marital status, and family structure, and cluster at the state-level for SEs. Public coverage was measured as having any public coverage during the year. The study was approved by the Agency for Healthcare Research and Quality. All results reported were significant at the P < .05 level or higher. Analyses were conducted using Stata software, version 15 (StataCorp).
Results | Take-up of public coverage increased for all sample groups between 2013 and 2015 ( Figure) . Magnitude varied across eligibility groups and within eligibility groups by marketplace structure. Gains were largest among newly eligible parents, but take-up also increased among pre-ACA-eligible parents and children. For example, in states running statebased marketplaces, public coverage increased by 22.8 percentage points (95% CI, 17.1-28.5) among newly eligible parents, by 8.8 percentage points (95% CI, 5.7-12.0) for previously eligible parents, and 4.8 percentage points (95% CI, 3.6-6.0), for previously eligible children.
Marketplace policy results indicate that increases in public coverage for all groups were smallest in states with no marketplace authority to enroll Medicaid/CHIP-eligible applicants. For example, among newly eligible parents, the coverage gain was 14.7 percentage points (95% CI, 12.1-17.1) in states with no enrollment authority compared with 22.8 percentage points (95% CI, 17.1-28.5) in states with state-based marketplaces and 23.9 percentage points (95% CI, 15.2-32.6) in states with federally facilitated marketplaces that enrolled applicants. There were no significant differences between state-based and federally facilitated marketplaces with enrollment authority. enrollment than states running federally facilitated marketplaces. 2 Limitations of our research include the potential for measurement error in simulated eligibility for Medicaid/ CHIP, misreported insurance coverage in ACS, and inability to identify unmeasured factors that occurred contemporaneously with implementation of ACA policies studied. Our results suggest that streamlining Medicaid/CHIP enrollment may have played a substantial role in increased take-up of public coverage. Increases were larger in states where Medicaid/CHIP enrollment occurred within the marketplace, regardless of whether the marketplace was state-based or federally facilitated. Furthermore, once we account for marketplace enrollment authority, there were no longer differences between state-based marketplaces and federally facilitated marketplaces with enrollment authority. The findings of this study highlight program coordination as a potential tool for child health policy, by reaching the eligible uninsured and increasing joint parent-child Medicaid coverage.
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Prevalence of Depression Among Fathers at the Pediatric Well-Child Care Visit
Approximately 24% of mothers experience depression in the prenatal and postpartum periods, 1 which has negative consequences for children and families. The American Academy of Pediatrics (AAP) recommends that pediatricians screen parents for depression during well-child care visits, 2,3 but studies on screening for paternal depression have not been widely performed in pediatric clinics in the United States.
Methods | We estimated the prevalence of paternal depression using the Child Health Improvement Through Computer Automation (CHICA) system, a computer-based decision support system for pediatric health surveillance and management. CHICA operates in 5 community health care centers in Indianapolis, Indiana; most families attending CHICA clinics (72%) are covered by public insurance. In 2017, CHICA served almost 20 000 unique patients across 41 000 clinical encounters. We obtained institutional review board approval from the a A significant within-sample difference at the 5% level between state-based and both types of federally facilitated marketplaces. b A significant within-sample difference at the 5% level between federally facilitated marketplaces with and without enrollment authority.
